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Objectives

• Describe key socio-economic factors that play a role in health 
outcomes in older Americans.

• Define clinical practice strategies that can screen for important 
social determinants and integrate resources into practice 
settings.

• Describe how clinician leaders can improve social determinants 
in the communities where they live and practice.



Social Determinants of Health (WHO 2012)

“the conditions in which people are born, grow, 

live, work and age,” which are “shaped by the 

distribution of money, power and resources.” 



90% of health is determined by factors outside of the health system



Chicago’s south side: steeped in culture and history
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Chicago South Side

PCP per 1,000 1.0 0.49

Chicago South Side

Percentage
65+

11% 14%

Nation
wide

South Side

65+ in 
Poverty

9% 18%



Mr. T’s story

(2006-2021)



• Poverty
• Employment
• Food Security
• Housing 

stability

• High school 
graduation

• Enrollment in 
higher education

• Language & 
Literacy

• Early childhood 
education

• Access to health
• Access to primary care
• Health literacy

• Access to healthy foods
• Quality of housing
• Crime & violence
• Environmental conditions

• Social cohesion
• Civic participation
• Perceptions of discrimination & 

equality
• Incarceration
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Upstream and 

downstream 

determinants of 

health influence 

outcomes over 

the lifespan

“Weathering”

The physical consequences of social 

disadvantage



Professor Sir Michael Marmot, UK

“The most consistent relationship among studies in the US 

is that educational attainment is inversely related to 

physical disability in older age in both cross-sectional and 

longitudinal studies” 

(after adjusting for baseline function and other socioeconomic 

indicators)



Loneliness 22%

Food insecurity 16%

Inadequate transportation 12%

Strained financial resources 23%

Living alone 22%

AARP Foundation
National representative survey 1600 adults, > age 50

One unmet social need: 50%

Two or more unmet social needs: 28%



The SDH cascade

Lack of mobility

Trouble with 

transportation

Loss of social 

connectedness

Food insecurity



Cumulative increase in social needs leads to higher self-
reported poor health



Increased dementia risk associated with:

Good social engagement modestly protective

Loneliness non-significantly associated with 

increased risk 

Social engagement, loneliness and dementia risk

31 cohort, 2 case-control studies

>2.3 million subjects

Poor social network (RR 1.59, CI 1.31-1.96)

Poor social support  (RR 1.28, CI 1.01-1.62)



Date of download:  9/5/2022

Prevalence of Screening for Food Insecurity, Housing Instability, Utility Needs, Transportation Needs, and 

Interpersonal Violence by US Physician Practices and Hospitals

JAMA Netw Open. 2019;2(9):e1911514. doi:10.1001/jamanetworkopen.2019.11514

Percentage of Physician Practices and Hospitals That Screen Patients for Each of 5 Social NeedsNumber of survey respondents from the 2017-2018 

National Survey of Healthcare Organizations and Systems are unweighted. Percentages represent weighted data; error bars, 95% CIs.

33% of US 

clinical practices 

are not 

screening for 

SDH



Challenges to screening for SDH

• Required staff training, turnover

• Workflow optimization

• Z codes rarely used in billing (Z55-65)
• Z 55.5 Less than high school diploma

• Z58.6 Inadequate drinking supply

• Z59.00 Homelessness unspecified

• Uncertain ability to address

• Unclear if patient wants an intervention  

• Fear of stigmatization of patient

Ann Fam Med 2018, Popul Health Manag 2021, JAMA Network Open 2020  

•. 2021



Standardized screening tools for SDH: PRAPARE
Protocol for Responding to and Assessing Patient Assets, Risks, and Experiences

www.nachc.org/prapare



Core domains

1) Personal 

characteristics  

2) Family and home

3) Money and resources

4) Social and emotional 

health 



https://innovation.cms.gov/files
/worksheets/ahcm-
screeningtool.pdf



EHR Capture of SDH





Overcoming barriers



Understand your community



https://www.cdc.gov/dhdsp/docs/data_set_directory.pdf

Data Sets are available to assess 

SDH at the local level



Ambulatory Care 
Coordination Team (ACCT) 

Identification of “at risk” patients 

Direct provider referral

High utilizer lists (inc. ER)

Patient PING/Bamboo Health

Medicare annual wellness visits

Empower and engage the healthcare team



Document and track in the EHR



Interventions:
Social prescribing

AmJPrevMed. 2018 



Interventions: Meal programs 
Reduce food insecurity, isolation, loneliness and depression and 

improve diet quality



Interventions: Practice-level  



Geriatric Workforce Enhancement Program  

32

Dr. Katherine Thompson

Interventions: 

Community education



Summary

• SDH play a significant role in attaining healthy aging and longevity

• Healthcare systems are increasingly evaluating the impact of and 

interventions required to treat SDH

• Geriatrics and interdisciplinary primary care practices play an 

influential role in addressing SDH in population health

slevine@medicine.bsd.uchicago.edu


